Stress-induced cardiomyopathy or Takotsubo cardiomyopathy (TC) is characterized by transient hypokinesia of the apical portion of the left ventricle with compensatory hyperkinesia of the basal walls. New variants of this syndrome such as localized wall motion abnormality or inversed pattern with hyperdynamic apex have recently been described in the literature. We report a rare case of a young woman who had a variant TC with localized wall motion abnormality affecting the left anterior descending coronary artery territory of LV wall from basal to midventricular level in the setting of paranasal sinus surgery under local anesthesia with post-surgical nasal packing. A 24-year-old woman with no history of cardiac disease was transferred to the emergency department due to sudden-onset syncope. She had undergone an uncomplicated paranasal sinus surgery under local anesthesia due to maxillary and ethmoidal sinusitis at the ENT clinical one day before her presentation and was discharged with post-surgical packing of 0.01% bosmin (epinephrine) plus 2% lidocaine-soaked gauze left in the nasal cavity. After 24 hours, nasal packing was removed. Several minutes after removal, she felt dizziness and complained of chest tightness and suddenly experienced syncope. On arrival, BP and HR were 76/50 mmHg, 83/min and normal heart sounds. Initial ECG and the follow-up ECG showed normal sinus rhythm. We treated her administration of intravenous 2 liter of normal saline but she showed persistent hypotension (76/52 mmHg). Infusion of dopamine was started and her BP was maintained at 100/70 mmHg. Initial lab revealed a WBC count of 12,340/mm3, and a Hb level of 10.7g/dl. Troponin-T and CK-MB levels were mildly elevated to 1.04ng/ml and 9.24ng/ml. Initial pro-BNP level was 45.2pg/ml and later elevated to 5,904pg/ml after 24 hour. TTE revealed moderate global LV systolic dysfunction (EF=41%) with hyperdynamic apex and basal to midventricular akinesis of anterior and anteroseptal walls. She underwent coronary angiography, but coronary angiogram showed normal coronaries. We treated her conservatively and repeat TTE after 72 hours revealed complete recovery. After 7 days, she was discharged without sequele.
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